
 
Flowchart for Making a Notation of a Disclosure 

 

 

Staff member has made an authorized1 
disclosure of individually identifying 

diagnostic, treatment or care information and 
now intends to make a notation of the 

disclosure per Policy ADM-c-120 

 

Notation is not 
required, but ensure 

that the written 
consent is attached to 

the legal section of 
the client chart 

 

Notify the Manager of Health 
Records of any electronic 

information disclosed in batch or 
bulk form per Policy ADM-c-120 

Make a notation using one of the 
approved methods in Policy ADM-c-120 
(e.g. with the attached log form, with the 

attached fax cover sheet or within the 
Interdisciplinary Progress Notes.) 

Disclosure made 
with written 

consent of the 
client or substitute 
decision maker2? 

 
Was the 

disclosure made 
verbally? 

 

Was a record 
disclosed? (i.e.  
information that 

was photocopied, 
written or faxed.) 

Was the 
disclosure one of 

the allowed 
exceptions3 to the 

requirement for 
notation? 

Could the 
disclosure result 

in serious 
consequences for 
the organization? 

Y 

N 

Y Y

 

Make a notation within the 
Interdisciplinary Progress 
Notes; include the date, 
recipient, purpose and a 

description of the 
information disclosed. 

N 
Notation is not required.

N 

N

YY 

N

Notation is not required 
but retain records that 

serve as a paper trail of 
the disclosure. (For details 
on what records are to be 
kept within the client chart 

refer to the table of 
exceptions3.)  

1. Staff members receiving a request for a disclosure must obtain authorization from their manager per Policy ADM-c-120. The 
method of disclosure must also be appropriate (e.g. no email) – refer to Policy ADM-c-70.    

2. Substitute Decision Maker: includes Agent, Guardian or Spokesperson. Refer to Policy ADM-b-10 and ADM-b-20. 
3. Exceptions: refer to attachment 4 of Policy ADM-c-120 “Disclosures that are Exceptions to the Requirement for Notation”. 
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